
seems probable that the physiologic neutral point occurs at
about 10 degrees of acidity as ordinarily read.

However, the great majority of samples of urine at any
time of the day are distinctly acid. Alkaline urine, i. e.,
urine showing a color with phenolphthalein before the addi¬
tion of alkali solution, occurs in my own experience perhaps
once in a hundred times, and then almost entirely after the
patient has taken sodium bicarbonate or some similar alka¬
line drug. Of course, I eliminate decomposed urine, and
only by accident encounter cases in which decomposition has
occurred in the urinary passages. A vegetarian diet does
not often account for the few instances of alkaline urine
encountered. Sometimes, the vegetables eaten contain benzoic
acid or oxalates; sometimes they should theoretically be
devoid of acid factors ; but, somehow, the system still excretes
acid urine.

The urinary reaction differs quantitatively after meals, not
so much in accordance with an assumed digestive tide as

with the materials introduced. Usually, I find the acidity
moderate (from 20 to 30 degrees) in the morning, perhaps
a little higher in the afternoon ; but, after a hearty evening
dinner with coffee, meat and perhaps articles that are espe¬
cially rich in acid factors, quite high acidities may be encoun¬

tered, even up to 100 degrees in terms of tenth-normal solu¬
tions. As stated, the actual acidity in degrees may be fairly
low in the first hour or two after a meal ; but if allowance
is made as suggested for dilution, by making comparisons
in terms of acid units, it is very rare that even a hint at
an alkaline tide is encountered.

In approximate terms, we may say that the average elim¬
ination of urine is 50 c.c. an hour, and that the entire twenty-
four-hour urine has an acidity of 25 or 30 degrees with
phenolphthalein, as compared with tenth-normal alkali at 100
degrees. In the first two hours after a heavy meal, with an

abundance of soup, coffee or tea and water, the bulk elim¬
inated is double or quadrupled. Yet it frequently happens
that the full average acidity in degrees is maintained and,
as stated, it is rarely that actual alkalinity is encountered.
Indeed, it is seldom that the acidity is reduced correspond¬
ingly to the increase in hourly elimination. Under high
living conditions, it is common to find, instead of an acidity
corresponding to 50 c.c. X 24 hours X 25 to 30 degrees =

30,000 to 36,000 acid units ; great fluctuations in hourly elim¬
ination and total bulk of urine, acidities rarely below 20
degrees for an hourly elimination of from 150 to 200 c.c. and
rising to 100 degrees for the scanty hourly elimination of
the night, so that for the twenty-four-hour urine, whether
its volume is 1,000 or 2,000 c.c, there is a total of 50,000 or

more acid units. And, all this without any obvious evidence
of actual abnormality, except to those who are always look¬
ing for the prealbuminuric stage of nephritis, or a relative
excess in blood pressure, or a tendency to interstitial degen¬
eration or whatever the accepted term may be for the par¬
ticular year and locality.

A. L. Benedict, M.D., Buffalo.

"ARE MITOCHONDRIA IDENTICAL WITH
BACTERIA?"

To the Editor:\p=m-\thearticle of Cowdry and Olitsky on

"Differences Between Mitochondria and Bacteria" is wholly
deserving of your editorial comment (The Journal, Nov. 26,
1922, p. 1848). It is gratifying to have grotesque conceptions
in biology neatly disposed of. To those who have worked
with Rickettsia bodies, however, the statement that their
significance in typhus fever, trench fever and other conditions
has been influenced by the researches of Cowdry and Olitsky
seems unwarranted. In connection with trench fever,
Rickettsia bodies have been seen only in extracellular situa-

tions in lice. Mitochondria, at least, are always intracellular.
The association of Rickettsia with typhus fever is most
strongly supported by their occurrence in experimentally fed
lice, and under such conditions Rickettsia occur in such num-

bers as to distend and disrupt the epithelial cells of the
louse's stomach, a phenomenon not even suspected to occur

from the multiplication of mitochondria, least of all sug-
gested by anything that is known about mitochondria. In
connection with Rocky Mountain spotted fever, the Rickettsia-
like micro-organisms in the tick occur also extracellularly
in certain situations and also within nuclei, and certainly no

one has ever demonstrated mitochondria within nuclei. The
uncertainty, emphasized in your editorial comment, and of
course suggested by Cowdry's and Alitsky's paper, in regard
to Rickettsia and mitochondria, seems very much like a straw
man set up to be ostentatiously annihilated.

I regret to make these observations because I realize how
necessary the publication of control work is, and how usual'y
unproductive of esteem. The sentence "Amid this uncertainty,
reassurance comes from the new studies of Cowdry and
Olitsky at the Rockefeller Institute for Medical Research"
gives momentum to the insinuation that workers with
Rickettsia, including several eminent European and English
investigators, have failed to apply the rather simple criteria
necessary for the exclusion of mitochondria. Permit me to
suggest that the emphasis of your editorial may convey a

wrong impression to the reader in regard to the status of
the heterogeneous group of micro-organisms conveniently
included under the term Rickettsia.

S. B. Wolbach, M.D., Boston.

Queries and Minor Notes

Anonymous Communications and queries on postal cards will not
be noticed. Every letter must contain the writer's name and address,
but these will be omitted, on request.

DETECTION OF ARSENIC AND MERCURY IN
- THE BODY

To the Editor:—1. In cases of chronic poisoning from arsenic or
mercuric chlorid, how long after death can these poisons be detected in
the tissues of the body? 2. How long after death can they be detected
in the bones, if at all? Please do not publish my name.

S. S. G.
Answer.—1. In cases of chronic poisoning from arsenic

or from mercuric chlorid, the possibility of detection of these
poisons in the tissues of the body is dependent on several
factors, such as the time of administration of the last dose
of the poison relative to the time of death, the nature of the
symptoms, especially as regards vomiting and purging, and
the amounts of the poison given. The elimination of arsenic
and mercury from the system in cases of chronic poisoning
is relatively slow, so that these drugs may be found in the
tissues from two to three weeks, possibly for six weeks,
after the administration. If the death of the victim did noi
occur until such a lapse of time after the last administration
of the poison, it is extremely doubtful whether detection of
these toxic agents would be possible. However, if doses of
such drugs were given at intervals, the last one being rela¬
tively near to the time of death, then the poison would be
detectable in the tissues of the body for an indefinite time,
depending on the extent of decomposition of the tissues
Reports are common of the detection of such inorganic poi¬
sons many years after death, and, certainly, such detection
is possible as long as any material is left on which to make
the examinations. These poisons, being inorganic, resist
decomposition, and may readily be found years after death.
On the other hand, if vomiting and purging have been exces¬
sive after the administration of these poisons, most of them
may be eliminated before absorption, and only a little left in
the tissues of the body. However, even here, if death occurs,
as mentioned above, in a short time after the last adminis¬
tration of the poison, a certain amount would unquestionably
be found in the tissues for years after death. If the amounts
of the poison administered are small and are continued ovef
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long periods, the detection of the poison after death would
depend on the same points mentioned above; that is, the
search might have to be extended to include many of the
organs in order to determine the point of death from the
poison and not from other causes.

2. These poisons, especially arsenic, may often be detected
in the bones in appreciable quantities, when little or none
is found elsewhere. The bones offer special advantages in
the detection of arsenic, detection being possible just as long
as any of the bone ashes may be obtained for examination.

MEDICAL PRACTICE IN "SOUTH AMERICA
To the Editor:—Please give data as to the openings and desirability

of spending a few years in South America or Central America, preferably
Argentina. B M H _ AtIantai Ga.

Answer.
—

South America in general, and Argentina in
particular, are not very propitious fields for American phy¬
sicians at present. Economic conditions are rather unfavor¬
able ; there is a marked tendency to set up bars against a

possible rush of foreign physicians, especially from Europe
since the war.

License to practice is granted only after a thorough exam¬

ination, usually in Spanish. In Argentina, foreign physicians
must prove their competence at a full set of examinations
in Spanish spread through a period of two years. Examina¬
tion dues are about $1,500 ($540). An exception is made in
the cases of physicians willing to practice in remote places,
where no licensed physician is established, but even then the
stranger must move on when a "regular" arrives. At Colom¬
bia, where there has been of late somewhat of an influx of
American physicians, medical societies are now petitioning
the government to .strengthen the law. In Mexico, where
foreign degrees had been recognized, the licensing board, to
check abuses, ordered recently that all candidates must pass
an examination.

It would be rather venturesome to start on such an enter¬
prise, unless information as to local conditions is secured in
advance from the nearest American consul. There is one at
each large town. Altogether, the best opportunities for an
American physician wishing to migrate to Latin America—
knowledge of Spanish or Portuguese, as the case may be, is
assumed—would be with the Rockefeller Foundation in public
health work, American concerns such as the Guggenheims,
the United Eruit Company and others, and in hospitals, mis¬
sionary or otherwise, run by or for English-speaking people,
of which there are several.

HEREDITARY DEFECT IN DEVELOPMENT OF HAIR
AND NAILS

To the Editor:—"Zulu bare without any hair" is the local appellation
for the following condition: All the hair is sparse, very fine and color¬
less, exhibiting almost no growth. The nails in childhood rarely have
to be cut, are concave at the tip like Hutchinson's teeth, convex from
side to side and thin, but the convexity is filled with indurated epi¬
thelium. About puberty the nails become inflamed and painful, and
incapacitate the patient for several months until the nails fall off. They
are never replaced.

Traditional treatment for the nails is to have them pulled off; for the
hair, a coarse wig, preferably red. There are thirty or forty persons
affected, French Canadians, in three generations, descendants of one

sufferer. Only some members of the family are affected.
Please tell me what this condition is and where I can get some

information on it. H R Clouston> MD., Huntingdon, Que.
Answer.—This group of cases is almost certainly one of

hereditary congenital defect in the development of the hair
and nails. It is an hereditary developmental defect and
usually occurs in family groups. In Pusey's "Principles and
Practice of Dermatology," on page 1191, there is an illustra¬
tion of an extreme case of it from the collection of Dr. C. J.
White, and Pusey discusses the condition on pages 1167 and
1192 of his third edition.

THE CADUCEOS AS A MEDICAL EMBLEM
To the Editor:—1. Please inform me as to the circumstances under

which the caduceus was adopted as the insignia of the medical profes¬
sion. 2. How did the present emblem of the American Medical Assj-
ciation come to be adopted? Please omit my name. g  Colorado

Answer.—1. The first use of the caduceus in medical
heraldry probably was in the crest of Henry VIII's physician,
the learned Sir William Butts. Later, a London medical
publisher used it on title pages. Who first recommended
using the caduceus as a medical emblem in this country is
not known; however, the medical department of our army

used it on the chevron of the hospital steward's uniform as
early as 1856, and later (1902) on the uniform of medical
officers.

2. Recognizing the right of the International Red Cross
organization to the exclusive use of the red cross, a resolu¬
tion was introduced in the House of Delegates of the Ameri¬
can Medical Association at the Atlantic City Session, 1909,
to abandon the use of the Geneva red cross as insignia, and
if agreeable to adopt some other device. A special committee
of five was appointed to propose an appropriate emblem. At
the next annual session at St. Louis, 1910, the report of the
Committee on Insignia was referred to the Reference Com¬
mittee on Miscellaneous Business, and the two committees
unanimously recommended the present emblem. The report
of the committee was adopted in 1910 by the House of Dele¬
gates. The official emblem of the American Medical Associa¬
tion is "the knotty rod and serpent of Aesculapius." The
emblem, in gold, is mounted on a circular button, one-half
inch in diameter, the central portion of which is scarlet
enamel. The button is encircled by a gold band in which
appear in scarlet enamel the letters "A. M. A."

When the Father of Medicine was enshrined in the beauti¬
ful temple of Aesculapius, he carried the knotty rod, symbol
of support for the weak and of the difficult problems in medi¬
cine, and the entwined serpent, the ancient symbol of health.
Thus the present one is the original symbol of the healing
art.

_

NEUTRAL ACRIFLAVINE IN SEPTICEMIA
To the Editor:—Can you give me any information concerning the

dangers, if any, and the value of neutral acrifiavine given intravenously
in septicemia and similar acute infections?

— —

M.D.

Answer.—Neutral acrifiavine has been used intravenously
in septicemia and" similar conditions. The available evidence
is insufficient to judge whether the use of the drug intra¬
venously has dangers other than those generally inherent in
intravenous medication (The Journal, Aug. 5, 1922, p. 421).
This evidence does not demonstrate the value of the drug
in these conditions.

Social Medicine and Medical Economics

RURAL PRACTICE
ROBERT WILLIAM LANGLEY, M.D.

Riddle, Ore.

Much attention has been drawn recently to the subject of
adequate medical service for rural communities. Medical
educators and general practitioners have published articles
as to how the problem of rural medicine could be solved.
The subject has assumed such importance that even the news¬

papers have taken up the problem in their editorial columns,
and have attempted to suggest a remedy. Commissioner
Biggs of New York says that in some parts of the state there
are no physicians within a radius of 25 or 30 miles. One
logging community in the mountains recently lost its only
physician, and within three weeks 250 of its 300 inhabitants
were reported ill from influenza and other diseases, with only
such medical attention as could be obtained from a busy
physician in another village 20 miles away.

The medical student about to graduate is considering care¬

fully every factor relative to his future, and naturally is
interested in all such comment. He seeks the advice of med¬
ical instructors who have gained his admiration and are

examples of success. Their statements and opinions may
carry much weight. After giving the matter a great deal of
thought, however, the recent graduate may still be undecided
as to what is the best thing for him to do. From what he
sees, he feels that something must be wrong with the rural
communities, or they would be more easily supplied with
medical service. The opinions and advice he receives from
his preceptors are at variance, and when the time comes to
act he may take the first opportunity offered as an assistant
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